I read with interest and some disbelief the article by Margolis et al. ([@B1]), who conclude that "the usefulness of \[hyperbaric oxygen (HBO)\] in the treatment of diabetic foot ulcers needs to be reevaluated." Statistical manipulation cannot change the big problem with the study design. Propensity score matching is a technique to be used in situations with substantial overlap between treatment and control groups to account for observed covariates. Factors that affect assignment to treatment but that cannot be observed (e.g., financial gain, clinician preference, lack of vascular surgical input, etc.) cannot be accounted for. It has been argued that this technique may increase hidden bias because matching on observed variables may unleash bias due to hidden unobserved confounders.

Most hyperbaric oxygen therapy (HBOT) facilities first use transcutaneous oxygen measurement to identify those patients with a confirmed hypoxic wound that responds to 100% oxygen at normobaric pressure or failing that, at 2.0--2.4 ATA. If there is no demonstrated oxygen delivery to the site, they need consideration of revascularization not HBOT. The authors simply state they were clinically assessed to determine adequate arterial flow. Since the results come from 83 different private wound facilities (perhaps using different tools, e.g., transcutaneous oxygen measurement, ankle/brachial index, skin color, Doppler, etc.) selection bias cannot be excluded.

Their data show that because of the lack of randomization the HBOT group had the greater number of those with the worst graded ulcers. Only 18.4% of the non-HBOT group had Wagner grade 3 or above compared with 45.7% of the HBOT group. Statistical manipulation cannot change this disproportionate number between groups.

An economic analysis performed by Hailey and colleagues ([@B2]) in diabetic patients who received standard wound care versus standard wound care plus HBOT found that "adjunctive HBOT... is cost-effective compared with standard care." Faglia et al. ([@B3]) showed in their randomized controlled study a threefold increase in limb amputation rate in the control group compared with the HBOT group.

The authors also comment on the median number of treatments given to the HBOT group. This does not allow a calculation of the percentage of patients who actually received therapeutic HBOT as reported in most studies looking at HBOT effectiveness (i.e., at least 30--40 treatments). From their data, it would appear that at least 25% (but probably more) did not get what would be considered a therapeutic course of treatment. This would effectively render the statement, "to date this is the largest study of HBO" untrue because most did not receive HBOT, and of those who did, many did not receive therapeutic HBOT (potentially 25% of the 12.7% in that group, i.e., at least 200 patients did not receive therapeutic HBOT who were in the HBOT group).

Finally, smoking status was not listed in the basic characteristics table. Smoking is another important variable that may influence outcomes, especially in this group of patients in which amputation rates were an important outcome.
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